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Finish review eT THE NEXT 3 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 
1D:35783 
Gaat 
CERAS MO is a 23 year old female who presents with allergic rhinitis. Her symptoms include a runny nose, 
(sero feecoscs congestion, nasal itching and red, itchy eyes. 


The LEAST effective medication for MO's rhinorrhea would be an: 


Select one: 
Intranasal antihistamine X% 


Intranasal vy 2 

mast cat Rose Wang (ID:113212) this answer is correct. Compared to other intranasal 

stabilizer options, intranasal mast cell stabilizers are less effective at relieving rhinorrhea in 
allergic rhinitis. 


Intranasal anticholinergic ® 
Intranasal corticosteroid * 


Marks for this submission: 1.00/1.00. 


TOPIC: Allergic Rhinitis 


LEARNING OBJECTIVE: 


To understand the comparative efficacy of allergic rhinitis therapies at relieving rhinorrhea. 


BACKGROUND: 


Allergic rhinitis occurs when an allergen is inhaled leading to inflammation of nasal mucosa. Treatment of 
allergic rhinitis in children is similar to that of adults. For mild symptoms, oral antihistamines are the drugs of 
choice, with second-generation agents being preferred. First-generation antihistamines are associated with 
sedation, while most second-generation antihistamines are less likely to cause it. Of the second-generation 
antihistamines, cetirizine is associated with more sedation, but itis still less than that of first-generation 
antihistamines. 


The first-generation antihistamines are also dosed every 4-8 hours depending on the drug. On the other 
hand, loratadine, desloratadine and cetirizine are all dosed once daily, and fexofenadine is dosed every 12 
hours (though sustained-release preparations can be dosed once daily), 


Some second-generation antihistamines can be given to children as young as 6 months, and all of them can 
be given to children 2 years of age and older. First-generation antihistamines, such as chlorpheniramine and 
diphenhydramine, can also be given to children 2 years of age and older. 


Intranasal corticosteroids are also safe and effective for children if needed, but the child's growth should be 
monitored and steps should be taken to ensure that the lowest possible dose is used. 


Decongestants are not recommended for children under 6 years due to the lack of published evidence 
supporting its use in this patient population. 


Treatment options for allergic rhinitis differ in their effectiveness for various symptoms. For rhinorrhea, the 
most effective agents are intranasal corticosteroids, anticholinergics, and antihistamines. Typically, intranasal 
corticosteroids are trialed first prior to addition or switch to intranasal anticholinergic or antihistamine 
agents. Intranasal mast cell stabilizers (e.g. sodium cromoglycate) are less effective at relieving rhinorrhea in 
allergic rhinitis. 

Oral antihistamines and leukotriene receptor antagonists are also effective, but less so. Intranasal mast cell 


stabilizers have only a modest/variable effect. Intranasal decongestants may be effective short-term (3-7 
days) for congestion; however, long-term use can lead to rebound congestion. 


RATIONALE: 
Correct Answer: 


* Intranasal mast cell stabilizer - Compared to other intranasal options, intranasal mast cell stabilizers 
are less effective at relieving rhinorrhea in allergic rhinitis. 


Incorrect Answers: 


© Intranasal antihistamine - Intranasal antihistamines are very effective at relieving rhinorrhea in 
allergic rhinitis, 


e Intranasal anticholineraic - Intranasal anticholineraics are verv effective at relievina rhinorrhea in 


Question 2 
1D: 35784 


Corect 


Fag question 


nd Fee 


allergic rhinitis. 


e Intranasal corticosteroid - Intranasal corticosteroids are very effective at relieving rhinorrhea in 
allergic rhinitis. 


TAKEAWAY/KEY POINTS: 


For symptoms of rhinorrhea (ie. runny nose), intranasal corticosteroids, anticholinergics, and antihistamines 
are all effective options to relieve symptoms. 


REFERENCE: 


[1] Keith P. Allergic Rhinitis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


[2] Kendrick J. Allergic Rhinitis. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. httpsi//myrxtx.ca. 


The correct answer is: Intranasal mast cell stabilizer 


The LEAST effective medication for MO's congestion would be an: 


Select one: 


Intranasal 9 ¥ 7 
anihin Rose Wang (ID:113212) this answer is correct. Intranasal anticholinergics are 


not effective at relieving congestion in allergie rhinitis. 


Intranasal antihistamine X 
Intranasal decongestant * 


Intranasal corticosteroid % 


Marks for this submission: 1.00/1.00. 


TOPIC: Allergic Rhinitis 


LEARNING OBJECTIVE: 
To understand the comparative efficacy of allergic rhinitis therapies at relieving congestion. 


BACKGROUND: 


Allergic rhinitis occurs when an allergen is inhaled leading to inflammation of nasal mucosa. Treatment of 
allergic rhinitis in children is similar to that of adults. For mild symptoms, oral antihistamines are the drugs of 
choice, with second-generation agents being preferred. First-generation antihistamines are associated with 
sedation, while most second-generation antihistamines are less likely to cause it. Of the second-generation 
antihistamines, cetirizine is associated with more sedation, but it is still less than that of first-generation 
antihistamines. 


The first-generation antihistamines are also dosed every 4-8 hours depending on the drug. On the other 
hand, loratadine, desloratadine, and cetirizine are all dosed once daily, and fexofenadine is dosed every 12 
hours (though sustained-release preparations can be dosed once daily). 


Some second-generation antihistamines can be given to children as young as 6 months, and all of them can 
be given to children 2 years of age and older. First-generation antihistamines, such as chlorpheniramine and 
diphenhydramine, can also be given to children 2 years of age and older. 


Intranasal corticosteroids are also safe and effective for children if needed, but the child's growth should be 
monitored and steps should be taken to ensure that the lowest possible dose is used, 


Decongestants are not recommended for children under 6 years due to the lack of published evidence 
supporting its use in this patient population. 

Treatment options for allergic rhinitis differ in their effectiveness for various symptoms. For rhinorrhea, the 
most effective agents are intranasal corticosteroids, anticholinergics, and antihistamines. Typically, intranasal 
corticosteroids are trialed first prior to addition or switch to intranasal anticholinergic or antihistamine 
agents. Intranasal mast cell stabilizers (e.g. sodium cromoglycate) are less effective at relieving rhinorrhea in 
allergic rhinitis. Oral antihistamines and leukotriene receptor antagonists are also effective, but less so. 
Intranasal mast cell stabilizers have only a modest/variable effect. Intranasal decongestants may be effective 
short-term (3-7 days) for congestion, however, long-term use can lead to rebound congestion. 


For congestion, the most effective agents are intranasal corticosteroids. Decongestants and leukotriene 
receptor antagonists are also effective, but less so. Agents with only a modest/variable effect include oral 
antihistamines and ophthalmic mast cell stabilizers. Intranasal anticholinergics are not effective. 


RATIONALE: 
Correct Answer: 


* Intranasal anticholinergic - Intranasal anticholinergics are not effective at relieving congestion in 
allergic rhinitis. 


Incorrect Answers: 


e Intranasal antihistamine - Intranasal antihistamines are effective at relieving congestion in allergic 
rhinitis. 


* Intranasal decongestant - Intranasal decongestants are effective at relieving congestion in allergic 
hin 


Question 3 
1D: 55785 
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+ Intranasal corticosteroid - Intranasal corticosteroids are very effective at relieving congestion in 
allergic rhinitis. 


TAKEAWAY/KEY POINTS: 
Intranasal anticholinergics are not effective at relieving congestion in allergic rhinitis. 


REFERENCE: 


[1] Keith P. Allergic Rhinitis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


[2] Kendrick J. Allergic Rhinitis. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Intranasal anticholinergic 


The LEAST effective medication for MO's nasal itching would be an: 


Select one: 


Oral v 7 
decongestants Rose Wang (ID:113212) this answer is correct. Decongestants are not effective at 


relieving nasal itching caused by allergic rhinitis. 


Intranasal mast cell stabilizers 3 
Intranasal corticosteroids * 


Oral leukotriene receptor antagonists X 


Marks for this submission: 1.00/1.00. 


TOPIC: Allergic Rhinitis 


LEARNING OBJECTIVE: 
To understand the comparative efficacy of allergic rhinitis therapies in relieving nasal itching. 


BACKGROUND: 


Allergic rhinitis occurs when an allergen is inhaled leading to inflammation of nasal mucosa. Treatment of 
allergic rhinitis in children is similar to that of adults. For mild symptoms, oral antihistamines are the drugs of 
choice, with second-generation agents being preferred. First-generation antihistamines are associated with 
sedation, while most second-generation antihistamines are less likely to cause it. Of the second-generation 
antihistamines, cetirizine is associated with more sedation, but it is still less than that of first-generation 
antihistamines. 


The first-generation antihistamines are also dosed every 4-8 hours depending on the drug. On the other 
hand, loratadine, desloratadine, and cetirizine are all dosed once daily, and fexofenadine is dosed every 12 
hours (though sustained-release preparations can be dosed once daily). 


Some second-generation antihistamines can be given to children as young as 6 months, and all of them can 
be given to children 2 years of age and older. First-generation antihistamines, such as chlorpheniramine and 
diphenhydramine, can also be given to children 2 years of age and older. 


Intranasal corticosteroids are also safe and effective for children if needed, but the child's growth should be 
monitored and steps should be taken to ensure that the lowest possible dose is used. 


Decongestants are not recommended for children under 6 years due to the lack of published evidence 
supporting its use in this patient population. 


Treatment options for allergic rhinitis differ in their effectiveness for various symptoms. For rhinorrhea, the 
most effective agents are intranasal corticosteroids, anticholinergics, and antihistamines. Typically, intranasal 
corticosteroids are trialed first prior to addition or switch to intranasal anticholinergic or antihistamine 
agents. Intranasal mast cell stabilizers (e.g. sodium cromoglycate) are less effective at relieving rhinorrhea in 
allergic rhinitis. Oral antihistamines and leukotriene receptor antagonists are also effective, but less so. 
Intranasal mast cell stabilizers have only a modest/variable effect. Intranasal decongestants may be effective 
short-term (3 - 5 days) for congestion; however, long-term use can lead to rebound congestion. 


For congestion, the most effective agents are intranasal corticosteroids. Decongestants and leukotriene 
receptor antagonists are also effective, but less so. Agents with only a modest/variable effect include oral 
antihistamines and ophthalmic mast cell stabilizers, Intranasal anticholinergics are not effective. 


For nasal itching, the most effective agents are intranasal corticosteroids and intranasal antihistamines. Oral 
antihistamines are also effective, but less so. Agents with a modest/variable effect include intranasal mast cell 
stabilizers and leukotriene receptor antagonists. Decongestants and intranasal anticholinergics are 
ineffective. 


RATIONALE: 
Correct Answer: 


* Oral decongestants - Decongestants are not effective at relieving nasal itching caused by allergic 
rhinitis. 


Incorrect Answers: 


e Intranasal mast cell stabilizers - Intranasal mast cell stabilizers are more effective at relieving nasal 
itchina than one of the other anents listed here 


Question 4 
1D: 35786 


Correct 


Fag question 


(Sena resanace 


* Intranasal corticosteroids - Intranasal corticosteroids are very effective at relieving nasal itching 
caused by allergic rhinitis. 


* Oral leukotriene receptor antagonists - Leukotriene receptor antagonists are more effective at 
relieving nasal itching than one of the other agents listed here. 


TAKEAWAY/KEY POINTS: 


Decongestants and intranasal anticholinergic medications are not effective at relieving nasal itching in 
allergic rhinitis. 


REFERENCE: 


[1] Keith P. Allergic Rhinitis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


[2] Kendrick J. Allergic Rhinitis. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. https,//myrxtx.ca. 


The correct answer is: Oral decongestants 


a 27 year old female who presents to your clinic with mild seasonal allergies; a runny nose, 
occasional sneezing and itchy eyes. She has ignored her symptoms since they first developed several 
days ago. However, she has a meeting at work tomorrow and wants something that can provide 
quick, effective relief. 


The best option for UD is: 


Select one: 


Ophthalmic olopatadine * 


Oral v 
cetirizine Rose Wang (ID:113212) this answer is correct. Cetirizine is effective and relatively non- 


sedating, which will be important for UD's meeting. 


Oral diphenhydramine % 


Sodium cromoglicate % 


Marks for this submission: 1.00/1.00. 
TOPIC: Allergic Rhinitis 


LEARNING OBJECTIVE: 


To understand how to select products for allergic rhinitis based on the patient's symptoms and preferences. 


BACKGROUND: 


Allergic rhinitis occurs when an allergen is inhaled leading to inflammation of nasal mucosa. Treatment of 
allergic rhinitis in children is similar to that of adults. For mild symptoms, oral antihistamines are the drugs of 
choice, with second-generation agents being preferred. First-generation antihistamines are associated with 
sedation, while most second-generation antihistamines are less likely to cause it. Of the second-generation 
antihistamines, cetirizine is associated with more sedation, but it is still less than that of first-generation 
antihistamines. Ophthalmic preparations have quick, local effects, but do little to help symptoms beyond the 
conjunctiva. Sodium cromoglycate is considered less effective than other options and is dosed rather 
frequently (3-6 times per day). 


The first-generation antihistamines are also dosed every 4-8 hours depending on the drug. On the other 
hand, loratadine, desloratadine and cetirizine are all dosed once daily, and fexofenadine is dosed every 12 
hours (though sustained-release preparations can be dosed once daily). 


Some second-generation antihistamines can be given to children as young as 6 months, and all of them can 
be given to children 2 years of age and older. First-generation antihistamines, such as chlorpheniramine and 
diphenhydramine, can also be given to children 2 years of age and older. 


Intranasal corticosteroids are also safe and effective for children if needed, but the child's growth should be 
monitored and steps should be taken to ensure that the lowest possible dose is used. 


Decongestants are not recommended for children under 6 years due to the lack of published evidence 
supporting its use in this patient population. 


Treatment options for allergic rhinitis differ in their effectiveness for various symptoms. For rhinorrhea, the 
most effective agents are intranasal corticosteroids, anticholinergic and antihistamines. Typically, intranasal 
corticosteroids are trialed first prior to addition or switch to intranasal anticholinergic or antihistamine 
agents. Intranasal mast cell stabilizers (e.g. sodium cromoglycate) are less effective at relieving rhinorrhea in 
allergic rhinitis. Oral antihistamines and leukotriene receptor antagonists are also effective, but less so. 
Intranasal mast cell stabilizers have only a modest/variable effect. Intranasal decongestants may be effective 
short-term (3-5 days) for congestion; however, long-term use can lead to rebound congestion. 


For congestion, the most effective agents are intranasal corticosteroids. Decongestants and leukotriene 
receptor antagonists are also effective, but less so. Agents with only a modest/variable effect include oral 
antihistamines and ophthalmic mast cell stabilizers. Intranasal anticholinergics are not effective. 


For nasal itching, the most effective agents are intranasal corticosteroids and intranasal antihistamines. Oral 
antihistamines are also effective, but less so. Agents with a modest/variable effect include intranasal mast cell 
stabilizers and leukotriene receptor antagonists. Decongestants and intranasal anticholinergics are 
ineffective. 


Question 5 


1D: 55787 


Corect 


RATIONALE: 


Correct Answer: 


© Oral cetirizine - Cetirizine is effective and relatively non-sedating, which will be important for UD's 
meeting. 


Incorrect Answers: 


+ Ophthalmic olopatadine - The ophthalmic olopatadine will have mainly local effects, so it will not be 
very effective for UD's runny nose. 


* Oral diphenhydramine - The sedating effects of diphenhydramine make this an undesirable agent for 
UD. 


* Sodium cromoglicate - Sodium cromaglicate is not as effective as some of the other options listed 
here. 


TAKEAWAY/KEY POINTS: 


For mild allergic rhinitis, first-line includes oral antihistamines (preferably second generation due to a 
reduced risk of side effects). 


REFERENCE: 


[1] Keith P. Allergic Rhinitis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


[2] Kendrick J. Allergic Rhinitis. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. https,//myrxtx.ca. 


The correct answer is: Oral cetirizine 


TFis a 16 year old male who is suffering from rhinorrhea and itchy eyes due to his allergic rhinitis. He 
is going to start taking cetirizine 5 mg once daily and will also make an effort to limit his allergen 
exposure. 


Appropriate counselling includes telling TF that he should: 


Select one: 


Increase his cetirizine Y 
dose if therapy is 
ineffective after 1 week 


Rose Wang (ID:113212) this answer is correct. TF can take up to 20 mg 
of cetirizine a day, so if therapy is ineffective, he could try increasing 
his dose to see if there is any improvement. 


See a specialist if therapy is ineffective after 1 week X 
Also use a topical or oral decongestant X 
Try a different agent if therapy is ineffective after 1 week * 


Marks for this submission: 1.00/1.00. 
TOPIC: Allergic Rhinitis 


LEARNING OBJECTIVE: 


To understand the recommended monitoring framework for allergic rhinitis. 


BACKGROUND: 


Allergic rhinitis occurs when an allergen is inhaled, leading to inflammation of nasal mucosa. Treatment of 
allergic rhinitis in children is similar to that of adults. For mild symptoms, oral antihistamines are the drugs of 
choice, with second-generation agents being preferred. First-generation antihistamines are associated with 
sedation, while most second-generation antihistamines are less likely to cause it. Of the second-generation 
antihistamines, cetirizine is associated with more sedation, but it is still less than that of first-generation 
antihistamines. Cetirizine is dosed as 5-10 mg once daily (max daily dose of 20 mg) in patients 6 years of age 
and older. 


After therapy has been discussed with a patient for their allergic rhinitis, the patient and healthcare 
practitioner should monitor the therapy for efficacy and side effects. 


The recommended monitoring framework involves checking for the efficacy of therapy after 1 week. If 
therapy appears ineffective after 1 week, allergen avoidance and medication dose should be optimized. If 
another week passes and therapy still appears ineffective, a different agent should be considered. In alll cases, 
healthcare practitioners should consider the need for a specialist and refer as necessary. 


Side effects such as drowsiness (from antihistamines) and insomnia and elevated blood pressure (from oral 
decongestants) should be monitored by healthcare practitioners after initiating therapy. Drowsiness and 
insomnia should be monitored after a week of therapy, with medications and their administration times 
being changed as needed, Elevations in blood pressure may occur in hypertensive patients taking oral 
decongestants, so blood pressure should be monitored twice in the first week after initiating therapy with 
therapy discontinued if pressure is elevated above baseline. 


RATIONALE: 


Question 6 
ID: 55788 


Corect 


Flag question 


Correct Answer: 
* Increase his cetirizine dose if therapy is ineffective after 1 week - TF can take up to 20 mg of 


cetirizine a day, so if therapy is ineffective, he could try increasing his dose to see if there is any 
improvement. 


Incorrect Answers: 


+ See a specialist if therapy is ineffective after 1 week - Unless other red flags or indications develop, 
TF would not need to be referred to a specialist if his therapy is ineffective after only 1 week. 


Also use a topical or oral decongestant - There is no indication for a decongestant as TF does not 
suffer from congestion as a result of his allergic rhinitis. 


Try a different agent if therapy is ineffective after 1 week - If therapy appears to be ineffective 
after a week TF should increase the dose of his existing therapy rather than try a new agent. If the 
dose is adjusted and therapy is still ineffective after yet another week, then a different agent can be 
tried. 


TAKEAWAY/KEY POINTS: 
Prior to trying an alternative agent for allergic rhinitis symptoms, current therapy should be optimized. 


REFERENCE: 


[1] Keith P. Allergic Rhinitis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


[2] Kendrick J. Allergic Rhinitis. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. https,//myrxtx.ca. 


The correct answer is: Increase his cetirizine dose if therapy is ineffective after 1 week 


TBis using an oxymetazoline spray for his allergic rhi 
TB should be counselled on which of the following? 


Select one: 


Donotuse itfor 4 
more than 3-5 days Rose Wang (ID:113212) this answer is correct. To avoid rebound 


congestion, oxymetazoline should be used for no more than 3-5 days. 


Administer it every 6 to 8 hours % 
Abdominal cramping is a common side effect 3 


Effects won't be seen for 24 to 48 hours % 


Marks for this submission: 1.00/1.00. 


TOPIC: Allergic Rhinitis 


LEARNING OBJECTIVE: 
To understand how to counsel on oxymetazoline nasal spray. 


BACKGROUND: 


Allergic rhinitis occurs when an allergen is inhaled leading to inflammation of nasal mucosa. Treatment of 
allergic rhinitis in children is similar to that of adults. For mild symptoms, oral antihistamines are the drugs of 
choice, with second-generation agents being preferred. First-generation antihistamines are associated with 
sedation, while most second-generation antihistamines are less likely to cause it. Of the second-generation 
antihistamines, cetirizine is associated with more sedation, but it is still less than that of first-generation 
antihistamines. 


The first-generation antihistamines are also dosed every 4-8 hours depending on the drug. On the other 
hand, loratadine, desloratadine and cetirizine are all dosed once daily, and fexofenadine is dosed every 12 
hours (though sustained-release preparations can be dosed once daily). 


Some second-generation antihistamines can be given to children as young as 6 months, and all of them can 
be given to children 2 years of age and older. First-generation antihistamines, such as chlorpheniramine and 
diphenhydramine, can also be given to children 2 years of age and older. 


Intranasal corticosteroids are also safe and effective for children if needed, but the child's growth should be 
monitored and steps should be taken to ensure that the lowest possible dose is used. 


Decongestants are not recommended for children under 6 years due to the lack of published evidence 
supporting its use in this patient population. Intranasal decongestants (e.g. oxymetazoline) may be effective 
short-term (3-5 days) for congestion, however, long-term use can lead to rebound congestion. Once 
administered, effects can be seen within 5 to 10 minutes and last up to 12 hours. It should be used every 10- 
12 hours, up to twice per day. Side effects include burning, stinging, dryness of the nasal mucosa, sneezing, 
palpitations, tachycardia, cardiac arrhythmias, increase in blood pressure, headache, lightheadedness, 
nervousness, insomnia, blurred vision, drowsiness and CNS depression. 


RATIONALE: 


Correct Answer: 


Question 7 
1D: 35789 


Corect 


Fag question 


* Do not use it for more than 3-5 days - To avoid rebound congestion, oxymetazoline should be used 
for no more than 3-5 days. 


Incorrect Answers: 


* Administer it every 6 to 8 hours - Due to the long-lasting nature of oxymetazoline, it only needs to 
be dosed every 10 to 12 hours. 


* Abdominal cramping is a common side effect - Abdominal cramping is not a known side effect of 
oxymetazoline. 


+ Effects won't be seen for 24 to 48 hours - Intranasal oxymetazoline can begin working within 5 to 
10 minutes. 


TAKEAWAY/KEY POINTS: 


When using decongestants for allergic rhinitis, limit the duration to 3 to 5 days to minimize risks of rebound 
congestion. 


REFERENCE: 


[1] Keith P. Allergic Rhinitis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://mynxtx.ca. 

[2] Kendrick J. Allergic Rhinitis. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Do not use it for more than 3-5 days 


NS is taking antihistamines twice a day to help with his seasonal allergies. He takes diphenhydramine 
upon waking and fexofenadine just before bed. Unfortunately, NS reports feeling sedated during the 
daytime. 


For his sedation, the best recommendation is for NS to: 


Select one: 
Take cetirizine in the evening instead of fexofenadine * 
Drink a cup of tea or coffee in the morning ¥ 
Take loratadine in the evening instead of fexofenadine * 
Take fexofenadine bid and ¥ 


discontinue Rose Wang (ID:113212) this answer is correct. Cessation of the 
e e morning dose of diphenhydramine may help prevent day-time 
sedation. 


Marks for this submission: 1.00/1.00. 
TOPIC: Allergic Rhinitis 


LEARNING OBJECTIVE: 


To understand the benefits and drawbacks of alternating between different antihistamines. 


BACKGROUND: 


Allergic rhinitis occurs when an allergen is inhaled leading to inflammation of nasal mucosa. Treatment of 
allergic rhinitis in children is similar to that of adults. For mild symptoms, oral antihistamines are the drugs of 
choice, with second-generation agents being preferred. First-generation antihistamines are associated with 
sedation, limiting their daily use in persons who need to remain attentive at work or school. Second- 
generation antihistamines are less likely to cause sedation. Of the second-generation antihistamines, 
cetirizine is associated with more sedation, but it is still less than that of first-generation antihistamines. 


The first-generation antihistamines are also dosed every 4-8 hours depending on the drug. On the other 
hand, loratadine, desloratadine, and cetirizine are all dosed once daily, and fexofenadine is dosed every 12 
hours (though sustained-release preparations can be dosed once daily). If sedation is a concern, patients 
should take a second-generation antihistamine for both the morning and evening dose or switch to a 
second-generation antihistamine that is only dosed once daily. 


RATIONALE: 
Correct Answer: 


* Take fexofenadine bid and discontinue diphenhydramine - Cessation of the morning dose of 
diphenhydramine may help prevent day-time sedation. 


Incorrect Answers: 


Take cetirizine in the evening instead of fexofenadine - Cetirizine is associated with more sedation 
than fexofenadine, so switching the two would not be beneficial. 


Drink a cup of tea or coffee in the morning - It would be better to improve NS's existing therapy 
rather than add on a stimulant. 
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not the main problem. 


TAKEAWAY/KEY POINTS: 

First-generation antihistamines are more likely to cause sedation compared to second-generation 
antihistamines. 

REFERENCE: 


[1] Allergic rhinitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian Pharmacists Association. 
https://myrxtx.ca/new/documents/CHAPTER/en/c00036. 


[2] Allergic rhinitis. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca/new/documents/MA_CHAPTER/en/psc1023. 


The correct answer is: Take fexofenadine bid and discontinue diphenhydramine 


Finish review 
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